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The History of TPS and VMPS
VMPS Basics

We heard, “Wait!  People are not cars!”

Let’s look at some commonalities…

Toyota or Virginia Mason?
high quality is absolutely essential

there are highly intricate processes

there are a wide variety of products/services

worker safety is critical

there are complex supplier relationships

variability/unpredictability in demand

there is a need to keep costs low

there is waste



VMPS House



VMPS 



Federal Way Regional Medical Center
Outpatient Surgery Center



Tools – only the surface

8http://createvalue.org/wp-content/uploads/2014/03/Understanding-and-Application-of-Demings-System-of-Profound-Knowledge-in-Healthcare-1-24-14.pdf

Transformational

Leadership
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Traditional Management



Success

Transformational 

Leadership

Kaizen



Managers – ask how and when

Focus: systems/control

Leaders – ask what and why

Focus:  people/trust



Transactional Leadership – “transaction or

exchange of actions by followers” – results 

in rewards or punishment

Transformational Leadership – “leader and 

followers engage with each other, raise

each other, and inspire each other”

Marshall, E.S. (2011).  Transformational leadership in nursing: From expert clinician to influential leader. NY: Springer p.3





Culture of Innovation

Playful
Disciplined



Leadership
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Behaviors Purpose Transformational Leadership skills

Transparency Leaders sharing their work with the team Inspiration and Vision

Sharing Allows us to identify where standard work needs to be 

written for processes

Individual Consideration

Follow through Allows tracking and trending of abnormalities, 

promotes follow up on issues

Intellectual Stimulation

Coaching/mentoring/ training Allows for smooth leader transitions when the work is 

clearly defined

Idealized Influence

Respect for People behaviors Infusing these core principles throughout all of our 

interactions

Idealized Influence

Quality Improvement Intentional checks of key process for deviations from 

the identified Standard Work

Intellectual Stimulation

Leading with VMPS

Leader Standard Work



Transformational Leaders:   instill the value of 

commitments to the team



Lean & Leadership in 

Practice

The Development of a Wound Care Practice 

at VMMC



Chronic 

Wound

Crisis

Ulcer > 12 
weeks

5 million 
Americans

Variable 
co-

morbidities



Virginia Mason 

Wound Care Center

2012 2013

FW RMC

2 weeks

0 Staff

FW RMC

Dedicated space

2 RNs, 2 MA

EMR



Culture of Innovation

Chaotic
Focused



Leadership Style

Authoritarian Leadership Transformational Leadership

Frenzied Urgency Measured urgency

Dictate policy and procedures Team performing the work is improving the work

Dominating interaction Team leads daily improvement

Rare opportunity for feedback Coaching/mentoring/ training

Individually directed tasks Daily Kaizen allowed team to respond to patient care 

needs

Necessity for silos in work to compensate for 

lack of resources

Data Driven, benchmarking and trending, cross training



Lessons Learned:

• Dedicated time for Lean Process

• Buy-in from Stakeholders

• Reflection

• Process Improvement



2014 2015 2016

FWRMC

3 RN’s 3 MA’s

4 Bays

2 providers

FWRMC/DT

6 RN’s 5 MA’s

6  providers

FWRMC

3 RN’s 3 MA’s

4 Bays

3 providers



VMPS 



Kaizen is continuous
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Daily Kaizen

• Production Boards

• Daily Huddles

• “Dry Run”/simulation

• Flow Mapping Sessions



Psychological 
Safety

Encourages 
speaking up

Enables 
Clarity of 
Thought

Supports 
Positive 
Conflict

Increases 
Accountablity

Mitigates 
Failure

Promotes 
Innovation

Removes 
obstacles to 

success



Highlight performance gaps

Reduce variability

Actively employ 

countermeasures

Promotes Teaming



Production board 

Highlight performance gaps

Reduce variability

Actively employ countermeasures

Promotes Teaming



VMPS  Daily Kaizen 

How do we do our work?

•Use the PDSA method

Plan-Do-Study-Act

• Continuously test/refine ideas

• Focus on results 

Example: 

Observation &

Develop a

New Vision

DO
ACT

PLAN

CHECK

Awareness-

A Change

In Thinking

Observe 

and develop 

a new vision

Rapid

Implementation 

– Give it a try

DO
ACT

PLAN

STUDY

Study the results



Visual Controls 



Visual Controls 

Transparency



Visual Controls Quality 

Improvement
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Behaviors Purpose Leadership Skills

Presence Leaders ‘on the genba’ where the work happens Individualized Consideration

Responsiveness Allows the leaders to recognize and respond to 

abnormalities in real time

Idealized Influence

Transparency Sharing information with the entire care team 

that traditionally was known only by leadership

Inspiration and Vision

Quality 

Improvement

When information is visible, it allows the team to 

recognize issues easier, therefore responding 

sooner

Intellectual Stimulation

Respect for People 

behaviors

Infusing these core principles throughout all of 

our interactions

Individual Consideration

Leading with VMPS

Visual Controls- Production Boards



Culture of Innovation

Experts Broad 
Thinkers





Kanban

• Support Just-in-time system

• Improve/strengthen the system

• Purchase kanban



Original 

Kanban

• Identify item

• Number needed

• When to reorder

• How to order



Original 

Kanban
PDSA

Original Kanban 

“generic” to system

Kanban not pulled

Kanban lost

Unclear when order will 

be filled 

No point person

Even routine operations 

don’t hum along forever



PDSA PDSA 2

Original Kanban 

“generic” to system

Add 2nd part to Kanban 

to identify Kanban has 

been pulled

Kanbans not pulled Identify what is on 

order

Kanban lost Assure team Kanban is 

not lost

Unclear when order will 

be filled 

Identify when order will 

be filled

No point person Identify point person



Kanban PDSA



Kanban PDSAPDSA PDSA 2 PDSA 3

Original 

Kanban 

“generic” to 

system

Add 2nd part to 

Kanban to 

identify 

Kanban has 

been pulled

Identify 

“special order 

items”

Kanbans not 

pulled

Identify what is 

on order

Visual que on 

Kanban, how 

long

Kanban lost Clarify Kanban 

location

Tracking sheet 

for special 

orders

Unclear when 

order will be 

filled 

Identify when 

order will be 

filled

Communicate 

when order will 

be filled

No point 

person

Identify point 

person

Point person 

by area













Culture of Innovation

High 
Standards Tolerates 

Failure



Sources of 

opiate RX



Opioid Addiction

• Drug overdose is the leading cause of 

accidental death in us  >47,000 in 2014

• 21.5 million Americans substance use 

disorder 2014

• FWOSC increased number of patients with 

chronic opiate therapy



PCP

Long term relationship

Chronic therapy

Long term relationship

National Guidelines

No standard communication with 
Surgeons

Surgeon

Short term relationship

Acute pain coverage

Unclear guidelines

Transition back to PCP ?

Day of Surgery

Acute care

Plan in place for backup ?

Safe
Pain control

Adequate 
medication

Quality
Plan of care 

Handoff to PCP



Patient

GIM

Surgeon

AnesthesiaRN

Outside 
provider

Key Stakeholders



Culture of Innovation

Experts Broad 
Thinkers



Experience Based 

Design



Electronic visual control









Culture of Innovation

Chaotic
Focused



Flow Mapping

waste

Information 

flow

forms

Information vehicle



Flow Mapping
Behaviors Purpose Leadership skills

Transparency Move from working in silos to collaboration Inspiration and Vision

Sharing Transition from narrow focus to system-focus Inspiration and Vision

Listening to understand Assumption busting and increased knowledge for the team Intellectual Stimulation

Coaching/mentoring/ training Allows for all team members to share stories Individualized Consideration

Respect for People behaviors Infusing these core principles throughout all of our interactions Idealized Influence

Quality Improvement Intentional checks of key process for deviations from the 

identified Standard Work

Individualized Consideration



High 
Standards Tolerates 

Failure
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Key Learnings

Quality is systematic Empowered staff will drive daily Kaizen

Workers need to improve their work It starts with the vision –

Explaining the why is essential

Data Driven changes Trust is key to successful change

Reduce variation Innovation requires commitment

Failure can be a success story Listen before you act







Great Barrier Reef

Continuous Daily Improvements
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